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Dear Friends and Colleagues, 

In partnership with the Alabama Department of Public Health and the Alabama Statewide Cancer Registry, I am pleased to 
present the 6th edition of Alabama Cancer Facts & Figures.

The American Cancer Society has been leading the fight against cancer for over 90 years.  The Society leads the fight through 
supporting high-impact research; providing prevention and early detection education; improving the quality of life for 
those affected by cancer; and reaching more people, including the medically underserved, with the reliable cancer-related 
information they need.  

We have an opportunity to prevent many more cancers from occurring and to save many more lives with what is known today. 
To do this, we must work collaboratively using the most effective strategies and the most current data. We are indebted to the 
Alabama Statewide Cancer Registry for accurate and timely cancer incidence and mortality data. We are pleased that the state 
devotes significant resources in this area and hope that these systems will expand to assist us in our efforts to control cancer.

This publication serves as a planning tool for American Cancer Society staff and volunteers as well as our partners working on 
cancer control issues in Alabama. We invite others to join with us as we evaluate the impact of cancer in our state. Together, 
we can develop and implement local cancer plans that will benefit the people in our communities who are affected by cancer. 
No agency can do this work alone, but together we can make a difference.

We hope that many more individuals and agencies will join with us in our mission of eliminating cancer. We thank you for your 
support and for your participation in our programs and services.

Sincerely,

Mary Ann Upchurch
American Cancer Society
State Vice President, Alabama
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CANCER: BASIC FACTS

Cancer: Basic Facts
What is Cancer?

Cancer is a group of diseases characterized by uncontrolled growth and spread of abnormal cells. If the spread is not 
controlled, it can result in death. Cancer is caused by both external factors (tobacco, chemicals, radiation, and infectious 
organisms) and internal factors (inherited mutations, hormones, immune conditions, and mutations that occur from 
metabolism). These causal factors may act together or in sequence to initiate or promote carcinogenesis. Ten or more years 
often pass between exposure to external factors and detectable cancer. Cancer is treated with surgery, radiation, 
chemotherapy, hormone therapy, biological therapy, and targeted therapy.2

Can Cancer Be Prevented?

Cancer is the second most common cause of death in the U.S., exceeded only by heart disease. The American Cancer Society 
estimates that in 2008 about 565,650 Americans will die of cancer - more than 1,500 people each day.2

All cancers caused by cigarette smoking and heavy use of alcohol could be prevented completely. The American Cancer 
Society estimates that in 2008 about 170,000 cancer deaths are expected to be caused by tobacco use alone.  Scientific 
evidence suggests that approximately one-third of the 565,650 cancer deaths expected to occur in 2008 will be related to 
physical inactivity, overweight or obesity, and nutrition and thus could also be prevented.2 By avoiding the use of tobacco 
products along with following the American Cancer Society Guidelines on Nutrition and Physical Activity, many types of 
cancer can be prevented altogether.2

Regular screening examinations by a health care professional can result in the detection and removal of precancerous 
growths, as well as the diagnosis of cancer at an early stage, when they are most treatable.  Screening can prevent cancers of 
the cervix, colon, and rectum through the detection and removal of precancerous lesions. Screening can detect cancers of the 
breast, cervix, colon, rectum, prostate, oral cavity, and skin at early stages.2 By following the American Cancer Society 
Screening Guidelines, cancer may be detected early, thereby increasing the potential for survival. Cancers that can be 
prevented or detected earlier by screening account for at least half of all new cancer cases.2  

Who is at Risk?

Anyone can develop cancer. Since the risk of being diagnosed with cancer increases as individuals age, most cases occur in 
adults who are middle-aged or older. About 77% of all cancers are diagnosed in persons 55 and older.2 Cancer researchers use 
the word “risk” in different ways, most commonly expressing risk as lifetime risk or relative risk.

Lifetime risk refers to the probability that an individual, over the course of a lifetime, will develop or die from cancer. In the 
U.S., men have slightly less than a 1 in 2 lifetime risk of developing cancer; for women, the risk is a little more than 1 in 3.2 
Relative risk is a measure of the strength of the relationship between risk factors and a particular cancer. It compares the risk 
of developing cancer in persons with a certain exposure or trait to the risk in persons who do not have this characteristic. For 
example, male smokers are about 23 
times more likely to develop lung cancer 
than nonsmokers, so their relative risk is 
23. Women who have a first-degree 
relative (mother, sister, or daughter) with 
a history of breast cancer have about 
twice the risk of developing breast 
cancer compared to women who do not 
have a family history.2
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How Many New Cancer Cases Are Expected To Occur This Year in Alabama?

In Alabama, there will be approximately 22,340 new cancer cases in 2008; approximately 61 people will hear that they have 
been diagnosed with cancer each day.2

How Many People Are Expected to Die of Cancer This Year in Alabama?

In Alabama, 9,920 people are expected to die of cancer this year. Lung cancer will account for 3,340 deaths which is 
approximately 34% of all estimated cancer deaths in Alabama.2



All Cancers
Incidence Rates:

For both genders combined, Alabama’s cancer incidence rate is 471.9 - lower than the U.S. rate of 476.7.3,4   Males in Alabama 
have a higher cancer incidence rate than females with a rate of 562.7 versus 414.1.3 Among males, black males have a higher 
cancer incidence rate than white males with a rate of 598.8 versus 548.3.3  Among females, white females have a higher cancer 
incidence rate than black females with a rate of 420.9 versus 377.2.3 (See Figure 1 and Tables 1-8.)

Mortality Rates:

For both genders combined, Alabama’s cancer mortality rate is 206.3 - higher than the U.S. rate of 185.7.3,5  Males in Alabama 
have a higher cancer mortality rate than females with a rate of 273.6 versus 162.8.3 Among males, black males have a higher 
cancer mortality rate than white males with a rate of 344.6 versus 259.2.3  Among females, black females have a higher cancer 
mortality rate than white females with a rate of 175.9 versus 159.5.3  (See Figure 1 and Tables 9 and 10.)

6 Alabama Cancer Facts & Figures 2008

ALL CANCERS

Figure 1: All Sites Cancer Incidence and Mortality Rates*, by Sex and Race, Alabama



7Alabama Cancer Facts & Figures 2008

ALL CANCERS

Figure 3: Trends in Cancer Mortality Rates*, All Sites, Males and Females,  
Alabama, 2002-2006

Trends:

Between 2002 and 2006, the percentage change for all sites cancer incidence in Alabama had an overall increase of 5.9%; the 
annual percentage change during this time was 1.9%.3 (See Figure 2 and Table 2.)

Figure 2: Trends in Cancer Incidence Rates*, All Sites, Males and Females,  
Alabama, 2002-2006

Between 2002 and 2006, the percentage change for all sites cancer mortality in Alabama had an overall decrease of 3.8%; the 
annual percentage change during this time was -1.0%.3  The decrease in cancer mortality was found to be statistically signifi-
cant. (See Figure 3 and Table 10.)
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SELECTED CANCERS

Selected Cancers 
Lung Cancer

2008 Estimates:

In 2008, an estimated 3,900 new cases of lung and bronchus cancer and an estimated 3,340 deaths from lung and bronchus 
cancer are expected to occur in Alabama.2

Incidence Rates:

For both genders combined, the lung cancer incidence rate in Alabama is 75.5 - higher than the U.S. rate of 68.9.3,4 Males in 
Alabama have a higher lung cancer incidence rate than females with a rate of 110.3 versus 50.4.3 Among males in Alabama, 
black males have a slightly higher lung cancer incidence rate than white males with a rate of 110.8 versus 110.4.3 Among 
females in Alabama, white females have a higher lung cancer incidence rate than black females with a rate of 54.0 versus 37.3.3 
(See Figure 4 and Tables 1-8.)

Mortality Rates:

For both genders combined, the lung cancer mortality rate in Alabama is 63.0 - higher than the U.S. rate of 53.3.3,5 Males in 
Alabama have a higher lung cancer mortality rate than females with a rate of 95.0 versus 40.6.3  Among males in Alabama, 
black males have a higher lung cancer mortality rate than white males with a rate of 102.8 versus 93.7.3 Among females in 
Alabama, white females have a higher lung cancer mortality rate than black females with a rate of 43.0 versus 31.8.3  (See 
Figure 4 and Tables 9 and 10.)

Figure 4: Lung Cancer Incidence and Mortality Rates*, by Sex and Race, Alabama
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SELECTED CANCERS

Trends:

Between 2002 and 2006, the percentage change for lung cancer incidence in Alabama had an overall decrease of 0.7%; the 
annual percentage change during this time was 0.1%.3 For lung cancer mortality, between 2002 and 2006, the percentage 
change had an overall decrease of 4.6%; the annual percentage change during this time was -1.1%.3 (See Figure 5 and Tables 2 
and 10.)    

	            Figure 5: Trends in Lung Cancer Incidence and Mortality Rates*, Males and Females, Alabama, 2002-2006

Risk Factors:

Cigarette smoking is by far the most important risk factor for lung cancer. Risk increases with quantity and duration of 
cigarette consumption.  Other risk factors include occupational or environmental exposure to secondhand smoke, radon, 
asbestos (particularly among smokers), certain metals (chromium, cadmium, arsenic), some organic chemicals, radiation, air 
pollution, and a history of tuberculosis.2 Genetic susceptibility can also play a contributing role in the development of lung 
cancer, especially in those who develop lung cancer at an early age.2

Tobacco Use: 

Alabama adults and Alabama youth have higher rates of cigarette smoking than the national averages.  While 22.5% of 
Alabama adults and 24.4% of Alabama youth smoke, the national averages are 19.7% and 20.0% respectively.6 Adults with low 
levels of education have the highest rates of cigarette smoking of all age groups, genders, and races in Alabama.6 (See Table 11 
for additional information on smoking rates in Alabama and the U.S.)
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selected cancers

Colorectal Cancer

2008 Estimates:

In 2008, an estimated 2,390 new cases of colorectal cancer and an estimated 870 colorectal cancer deaths are expected to oc-
cur in Alabama.2

Incidence Rates:

For both genders combined, the colorectal cancer incidence rate in Alabama is 53.4 – higher than the U.S. rate of 51.9.3,4  
Males in Alabama have a higher colorectal cancer incidence rate than females with a rate of 65.0 versus 44.8.3 Among males in 
Alabama, black males have a higher colorectal cancer incidence rate than white males with a rate of 71.1 versus 63.5.3 Among 
females in Alabama, black females have a higher colorectal cancer incidence rate than white females with a rate of 52.1 versus 
42.7.3 (See Figure 6 and Tables 1-8.)

Mortality Rates:

For both genders combined, the colorectal cancer mortality rate in Alabama is 18.8 – slightly higher than the U.S. rate of 
17.9.3,5 Males in Alabama have a higher colorectal cancer mortality rate than females with a rate of 23.9 versus 15.3.3 Among 
males in Alabama, black males have a higher colorectal cancer mortality rate than white males with a rate of 34.1 versus 21.8.3 
Among females in Alabama, black females have a higher colorectal cancer mortality rate than white females with a rate of 
21.0 versus 13.9.3  (See Figure 6 and Tables 9 and 10.)

Figure 6: Colorectal Cancer Incidence and Mortality Rates*, by Sex and Race, Alabama

*Per 100,000, age-adjusted to the 2000 U.S. standard population. Source: Alabama Statewide Cancer Registry (ASCR), 2008. 
Cancer Incidence (1997-2006), Cancer Mortality (1999-2006).
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selected cancers

Trends:

Between 2002 and 2006, the percentage change for colorectal cancer incidence in Alabama had an overall increase of 1.5%; 
the annual percentage change during this time was 0.6%.3 For colorectal cancer mortality, between 2002 and 2006, the 
percentage change had an overall increase of 2.8%; the annual percentage change during this time was 0.3%.3 (See Figure 7 
and Tables 2 and 10.)    

          Figure 7: Trends in Colorectal Cancer Incidence and Mortality Rates*, Males & Females, Alabama, 2002-2006

Risk Factors:

The risk of colorectal cancer increases with age; more than 90% of these cancers are diagnosed in individuals over 50.2 Risk is 
also increased by certain inherited genetic mutations [familial adenomatous polyposis (FAP) and hereditary non-polyposis 
colorectal cancer (HNPCC)], a personal or family history of colorectal cancer and/or polyps, or a personal history of chronic 
inflammatory bowel disease.2 Several modifiable factors are associated with an increased risk of colorectal cancer. These 
include smoking, physical inactivity, obesity, heavy alcohol consumption, a diet high in red or processed meat, and inadequate 
intake of fruits and vegetables.1    

Early Detection:

Beginning at age 50, men and women who are at average risk for developing colorectal cancer should begin screening.  
Screening can result in the detection and removal of colorectal polyps before they become cancerous, as well as detect 
cancers at an early stage.2 When colorectal cancers are detected at an early, localized stage, the 5-year survival rate is 90%; 
however, only 39% of colorectal cancer cases are diagnosed at this stage, mostly due to low rates of screening.2 For individuals 
with regional stage diagnosis, the 5-year survival rate is 68%, and for persons with distant stage diagnosis, the 5-year survival 
rate is 10%.2 For all adults 50 years of age and older, Alabama adults have lower rates of colorectal cancer screening than the 
national averages.6 Adults with low education have the lowest colorectal cancer screening rates of all genders and races in 
Alabama.6 (See page 22 for the American Cancer Society’s screening guidelines for the early detection of colorectal cancer and 
Table 12 for more information on colorectal cancer screening rates in Alabama and the U.S.) 
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selected cancers

Breast Cancer 

2008 Estimates:

In 2008, an estimated 2,750 new cases of female breast cancer and an estimated 730 female breast cancer deaths are expected 
to occur in Alabama.2

Incidence Rates:

The female breast cancer incidence rate in Alabama is 139.3 – lower than the U.S. rate of 152.8.3,4 White females in Alabama 
have a higher breast cancer incidence rate than black females with a rate of 141.0 versus 127.8.3 (See Figure 8 and Tables 1-8.)

Mortality Rates:

The female breast cancer mortality rate in Alabama is 25.5 – higher than the U.S. rate of 24.4.3,5 Black females in Alabama have a 
higher breast cancer mortality rate than white females with a rate of 32.0 versus 23.6.3  (See Figure 8 and Tables 9 and 10.)

            Figure 8: Breast Cancer Incidence and Mortality Rates*, Females, by Race, Alabama
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selected cancers

Trends:

Between 2002 and 2006, the percentage change for breast cancer incidence in Alabama had an overall increase of 0.9%; the annual 
percentage change during this time was 0.4%.3 For breast cancer mortality, between 2002 and 2006, the percentage change had an 
overall decrease of 13.8%; the annual percentage change during this time was -2.0%.3 (See Figure 9 and Tables 2 and 10.)    

              Figure 9: Trends in Breast Cancer Incidence and Mortality Rates*, Females, Alabama, 2002 -2006

Risk Factors:

Aside from being female, age is the most important factor affecting breast cancer risk. Risk is also increased by inherited 
genetic mutations in the BRCA1 and BRCA2 genes, a personal or family history of breast cancer, high breast tissue density, 
biopsy-confirmed hyperplasia, and high-dose radiation to the chest, typically related to a medical procedure.2 Reproductive 
factors that increase breast cancer risk include a long menstrual history (menstrual periods that start early and/or end late in 
life), never having children, recent use of oral contraceptives, and having one’s first child after age 30.2 Some potentially 
modifiable risk factors include being overweight or obese after menopause, use of postmenopausal hormone therapy, physical 
inactivity, and consumption of one or more alcoholic beverages per day.2

Early Detection:

Mammography can detect breast cancer at an early stage, when treatment may be more effective and survival more likely.2 

Numerous studies have shown that early detection saves lives and increases treatment options.  When breast cancers are 
detected and diagnosed at the localized stage, the relative 5-year survival rate is 98%, compared to a rate of only 27% for breast 
cancers detected at the distant stage.2 Alabama females have a slightly lower rate of mammography screening than the U.S. 
average – 59.6% of Alabama females have had a mammogram in the past year compared to 61.2% of U.S. females.6 Black females 
in Alabama have a slightly higher rate of mammography than white females.6 Females with a low education have the lowest rate 
of mammography of all age groups and races.6 (See page 22 for the American Cancer Society’s screening guidelines for the early 
detection of breast cancer and Table 13 for more information on breast cancer screening rates in Alabama and the U.S.)

A Call to Action: Mammography can detect breast cancer at 
an early stage, when treatment may be more effective and 
survival is more likely.2
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selected cancers

Prostate Cancer

2008 Estimates:

In 2008, an estimated 2,850 new cases of prostate cancer and an estimated 490 prostate cancer deaths are expected to occur 
in Alabama.2

Incidence Rates:

The prostate cancer incidence rate in Alabama is 144.6 – lower than the U.S. rate of 158.2.3,4 Black males in Alabama have a 
higher prostate cancer incidence rate than white males with a rate of 215.0 versus 124.5.3 (See Figure 10 and Tables 1-8.)

Mortality Rates:

The prostate cancer mortality rate in Alabama is 33.8 – higher than the U.S. rate of 25.4.3,5  Black males in Alabama have a 
higher prostate cancer mortality rate than white males with a rate of 71.8 versus 25.5.3  (See Figure 10 and Tables 9 and 10.

              Figure 10: Prostate Cancer Incidence and Mortality Rates*, Males, by Race, Alabama

*Per 100,000, age-adjusted to the 2000 U.S. standard population. Source: Alabama Statewide Cancer Registry (ASCR), 2008. 
Cancer Incidence (1997-2006), Cancer Mortality (1999-2006).
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Trends:

Between 2002 and 2006, the percentage change for prostate cancer incidence in Alabama had an overall increase of 12.1%; the 
annual percentage change during this time was 2.7%.3 For prostate cancer mortality, between 2002 and 2006, the percentage 
change had an overall decrease of 19.5%; the annual percentage change during this time was -5.0%.3 The decrease in prostate 
cancer mortality was found to be statistically significant. (See Figure 11 and Tables 2 and 10.)    

              Figure 11: Trends in Prostate Cancer Incidence and Mortality Rates*, Males, Alabama, 2002-2006

Risk Factors:

Age, ethnicity, and family history are the only well-established risk factors for prostate cancer.2 About 64% of all prostate 
cancers are diagnosed in men aged 65 and older. African American men and Jamaican men of African descent have the 
highest prostate cancer incidence rates in the world.2 Recent studies indicate that strong familial disposition may account for 
5-10% of prostate cancer cases. There is also evidence linking a diet high in saturated fat to an increased risk of developing 
prostate cancer.2

Early Detection:

The American Cancer Society recommends that the prostate-specific antigen (PSA) blood test and the digital rectal 
examination (DRE) should be offered to men at average risk beginning at age 50.2 Individuals at high risk of developing 
prostate cancer (African Americans or men with a strong family history) should begin screening at age 45.2 All men should be 
given information about the benefits and limitations of testing so they can make informed decisions. The 5-year survival rate 
for prostate cancer is almost 100% when the cancer is diagnosed and treated at the local and regional stages; 90% of prostate 
cancers are discovered at these stages.2  Males in Alabama have higher rates of PSA screening but lower rates of DRE 
screening than the U.S. averages.6  Males of low education have the lowest rates of both PSA and DRE screening of all groups.6  
(See page 22 for the American Cancer Society’s screening guidelines concerning the early detection of prostate cancer and 
Table 14 for more information on prostate cancer screening rates in Alabama and the U.S.)
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Cervical Cancer

2008 Estimates:

In 2008, it is estimated that 170 new cases of cervical cancer will occur in Alabama.2

Incidence Rates:

The cervical cancer incidence rate in Alabama is 9.8 – higher than the U.S. rate of 8.5.3,4 Black females in Alabama have a 
higher cervical cancer incidence rate than white females with a rate of 12.9 versus 8.8.3 (See Figure 12 and Tables 1-8.)

Mortality Rates:

The cervical cancer mortality rate in Alabama is 3.1 – slightly higher than the U.S. rate of 2.4.3,5  Black females in Alabama 
have a higher cervical cancer mortality rate than white females with a rate of 5.7 versus 2.4.3  (See Figure 12 and Tables 9 
and 10.)

           Figure 12: Cervical Cancer Incidence and Mortality Rates*, Females, by Race, Alabama 
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Trends:

Between 2002 and 2006, the percentage change for cervical cancer incidence in Alabama had an overall decrease of 19.7%; the 
annual percentage change during this time was -4.3%.3 For cervical cancer mortality, between 2002 and 2006, the percentage 
change had an overall decrease of 13.6%; the annual percentage change during this time was -0.6%.3 (See Figure 13 and Tables 
2 and 10.)    

              Figure 13: Trends in Cervical Cancer Incidence and Mortality Rates*, Females, Alabama, 2002-2006 

Risk Factors:

The primary cause of cervical cancer is infection with certain types of human papillomavirus (HPV).2 Women who begin 
having sex at an early age or who have many sexual partners are at increased risk for HPV and cervical cancer. However, a 
woman may be infected with HPV even if she has had only one sexual partner. Persistence of the infection and progression to 
cancer may be influenced by factors such as immunosuppression, high parity, cigarette smoking, and nutritional factors.  
Long-term use of oral contraceptives is also associated with increased risk of cervical cancer.2

Early Detection:

Cervical cancer is detected primarily by using a Pap test which can detect abnormal cellular changes.  The Pap test is a simple 
procedure in which a small sample of cells is collected from the cervix and examined.2 When detected at a localized stage, the 
5-year survival rate for invasive cervical cancer is 92%.2 As a group, females 18 years of age and older in Alabama have a slightly 
lower rate of cervical cancer screening than the U.S. average.6 Females of low education have the lowest rate of screening for all ages 
and races.6 (See page 22 for the American Cancer Society’s screening guidelines for the early detection of cervical cancer and Table 
15 for more information on cervical cancer screening rates in Alabama.)

A Call to Action: When detected at an early stage, invasive 
cervical cancer is one of the most successfully treated cancers.
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Melanoma

2008 Estimates:

In 2008, it is estimated that 820 new cases of melanoma will occur in Alabama.2

Incidence Rates:

For both genders combined, the melanoma incidence rate in Alabama is 22.2 – higher than the U.S. rate of 17.5.3,4  Males in 
Alabama have a higher melanoma incidence rate than females with a rate of 29.0 versus 17.6.3 Among males in Alabama, 
white males have a significantly higher melanoma incidence rate than black males with a rate of 34.0 versus 1.0.3 Among 
females in Alabama, white females have a higher melanoma incidence rate than black females with a rate of 21.2 versus 1.0.3 
(See Figure 14 and Tables 1-8.)

Mortality Rates:

For both genders combined, the melanoma mortality rate in Alabama is 2.7 – slightly higher than the U.S. rate of 2.6.3,5 Males 
in Alabama have a higher melanoma mortality rate than females with a rate of 3.9 versus 1.8.3 Among males in Alabama, 
white males have a higher melanoma mortality rate than black males with a rate of 4.8 versus 0.4.3 Among females in 
Alabama, white females have a higher melanoma mortality rate than black females with a rate of 2.2 versus 0.6.3  (See Figure 
14 and Tables 9 and 10.)

            Figure 14: Melanoma Incidence and Mortality Rates*, by Sex and Race, Alabama 
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Trends:

Between 2002 and 2006, the percentage change for melanoma incidence in Alabama had an overall increase of 57.3%; the 
annual percentage change during this time was 13.7%.3 For melanoma mortality, between 2002 and 2006, the percentage 
change had an overall increase of 7.2%; the annual percentage change during this time was 4.8%.3 (See Figure 15 and Tables 2 
and 10.)

Since 2003 the number of dermatology clinics reporting to the Alabama Statewide Cancer Registry (ASCR) has more than 
tripled. This increase in case reporting is more than likely responsible for the significant increase in the melanoma incidence 
trend.

              Figure 15: Trends in Melanoma Incidence and Mortality Rates*, Males and Females,  

              Alabama, 2002-2006 

Risk Factors:

Major risk factors for melanoma include a personal or family history of melanoma and the presence of atypical moles or a 
large number of moles (greater than 50).  Other risk factors for all types of skin cancer include sun sensitivity (burning easily, 
difficulty tanning, natural blond or red hair color); a history of excessive sun exposure; use of tanning booths; diseases that 
suppress the immune system; a past history of basal cell or squamous cell skin cancers; and occupational exposure to coal tar, 
pitch, creosote, arsenic compounds, or radiation.2

Early Detection:

The best way to detect skin cancer early is to recognize changes in skin growths or the appearance of new growths.2 Adults 
should undergo regular dermatologic assessment and thoroughly examine their skin on a regular basis.2  Suspicious lesions or 
changes in a lesion’s appearance should be evaluated by a physician.2 A simple ABCD rule outlines the warning signals of the 
most common type of melanoma: A is for asymmetry (one half of the mole does not match the other half); B is for border 
irregularity (the edges are ragged, notched, or blurred); C is for color (the pigmentation is not uniform, with variable degrees 
of tan, brown, or black); D is for diameter greater than 6 millimeters (about the size of a pencil eraser).2  If detected at its 
earliest stages and treated properly, melanoma is highly curable.2 When detected at a localized stage, the 5-year survival rate 
is 99%; the 5-year survival rates for regional and distant stage diseases are 65% and 15%, respectively.2 
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Lifestyle Factors and Cancer
Tobacco use is the single largest preventable cause of disease 

and premature death in the U.S.1

Major Risk Factors to Cancer Incidence and Mortality:

Much of the suffering and death from cancer could be prevented by more systematic efforts to reduce tobacco use, improve 
diet and physical activity, reduce obesity, and expand the use of established screening tests.1  The American Cancer Society 
estimates that in 2008 about 170,000 cancer deaths will be caused by tobacco use alone. In addition, approximately one-third 
(188,550) of the 565,650 cancer deaths expected to occur in 2008 are attributed to poor nutrition, physical inactivity, 
overweight, and obesity.1  

Tobacco Use:

Smoking-related diseases are the most preventable cause of death in our society.2 Each year, smoking results in an estimated 
438,000 premature deaths, of which about 38,000 are in nonsmokers as a result of exposure to secondhand smoke. Smoking 
also accounts for $167 billion in health care expenditures and productivity losses.1  Tobacco use is attributable to cancers of 
the lung, oral cavity, pharynx, larynx, leukemia, stomach, esophagus, bladder, kidney, and pancreas.7 Tobacco use is also 
associated with an increased risk of colon cancer and cervical cancer.7

         Figure 16: Annual Number of Cancer Deaths Attributable to Smoking, by Site, U.S. 
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LIFESTYLE FACTORS AND CANCER

The largest disparities in smoking prevalence are by socioeconomic status, race/ethnicity, and state of residence.1 Adults 
without a high school degree are almost three times more likely to be current smokers than those with a college degree. In 
Alabama, both adults and youth have higher rates of smoking than U.S. averages.9 Adult males have higher rates of smoking 
than females – more than one-fourth of all adult males in Alabama smoke.  Adults with low education (less than a high 
school education) have the highest rates of cigarette smoking in Alabama of all age groups, genders, and races.9 (See Figure 17 
and Table 11 for additional data on smoking rates in Alabama and the U.S.)

          Figure 17: Current Cigarette Smokers, Alabama and the U.S., Adults (2007) and Youth Grades 9-12  

          (AL 2005, U.S. 2007) 

A Call to Action - The Benefits of Quitting
Within 20 minutes after you smoke that last cigarette, your body begins a series of changes 
that continues for years…

20 minutes after quitting: Your heart rate drops. 

12 hours after quitting: The carbon monoxide level in your blood drops to normal. 

2 weeks to 3 months: Your heart attack risk begins to drop. Your lung function begins to improve.

1 to 9 months after quitting: Your coughing and shortness of breath begin to decrease. 

1 year after quitting:  Your added risk of coronary heart disease is half that of a smoker's. 

5 years after quitting: Your stroke risk is reduced to that of a nonsmoker’s 5-15 years after quitting.  

10 years after quitting:  Your lung cancer death rate is about half that of a smoker's.  Your risk of cancers of the mouth, throat, 
esophagus, bladder, kidney, and pancreas decreases. 

15 years after quitting: Your risk of coronary heart disease is back to that of a nonsmoker's. 8
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Poor Nutrition:

Scientific research has shown that about one-third of all cancer deaths in the U.S. can be attributed to the adult diet, 
including its effect on obesity.7 The strongest relationship between diet and cancer is the benefit of consuming five or more 
servings of fruits and vegetables each day. Greater consumption of fruits and vegetables is associated with decreased risk of 
lung, esophageal, stomach, and colorectal cancers.1  Consuming fruits and vegetables can also potentially reduce the risk of 
breast, prostate, cervix, endometrium, ovary, liver, kidney, and thyroid cancers.7  

A smaller percentage of adults in Alabama (20.6%) consume the recommended five or more servings of fruits and vegetables per day 
than the U.S. average (24.3%). At only 16.8%, fewer male adults consume five or more servings of fruits and vegetables per day than all 
other groups in Alabama.9 (See Figure 18 and Table 16 for additional data on fruit and vegetable consumption in Alabama and the U.S.) 

     Figure 18: Five or More Fruits and Vegetables Daily, Alabama and the U.S., 2007 

Physical Inactivity:

Physical activity acts in a variety of ways to reduce the risk of several types of cancer, including cancers of the breast, colon, 
prostate, and endometrium.1  Leading a physically active lifestyle also reduces the risk of other chronic diseases such as heart 

disease, diabetes, osteoporosis, and hypertension.1,7  

Almost one-third of Alabama adults are physically inactive; this is higher than the U.S. average of 23.0%.9  The rates of physical 
inactivity among Alabama males, females, whites, and blacks, are all higher than the U.S. averages for each group.9 Low 
education adults (less than a high school education) have the highest rate of physical inactivity in Alabama – 45.6% are 
inactive.9  (See Table 17 for additional data on physical inactivity in Alabama and U.S.) 

Overweight:

The American Cancer Society estimates that in the U.S., overweight and obesity contribute to 14% to 20% of all cancer-related 
deaths.1  Overweight and obesity are associated with increased risk for developing many cancers, including cancer of the 
breast (postmenopausal), colon, endometrium, esophagus, and kidney.1  It is also believed that obesity increases the risk for 
cancers of the pancreas, gall bladder, thyroid, ovary, and cervix, and for multiple myeloma, Hodgkin disease, and aggressive 
prostate cancer.1  Approximately two-thirds of Americans are overweight or obese – between 1960 and 2004 the rate of adult 
obesity increased from 13.3% to 33.3%.1  In the past 20 years, the prevalence of overweight adolescents more than tripled, 
from 5% to 17.1%.1  (See Figure 19.)
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     Figure 19: Overweight Children and Adolescents, 12-19 Years, By Gender & Race/Ethnicity, U.S. 1976-2004

In Alabama, 66.6% of adults are overweight – higher than the U.S. average of 63.0%.9 Males and blacks in Alabama have the 
highest percentage of overweight persons;  71.7% of male adults are overweight and 75.4% of black adults are overweight.9 The 
rates for these two groups are both higher than the U.S. averages.  (See Figure 20 and Table 18 for additional data on over-
weight adults in Alabama and the U.S.) 

        Figure 20: Overweight Adults, by Group, Alabama and the U.S., 2007
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American Cancer Society Guidelines 
Nutrition and Physical Activity for Cancer Prevention

Individual Choices 

Maintain a healthy weight throughout life. 

	 •	 Balance caloric intake with physical activity. 

	 •	 Avoid excessive weight gain throughout life. 

	 •	 Achieve and maintain a healthy weight if currently overweight or obese. 

Adopt a physically active lifestyle. 

	 •	 Adults: engage in at least 30 minutes of moderate to vigorous physical activity, above usual activities, on 5 or more days of 
the week. Forty-five to 60 minutes of intentional physical activity are preferable. 

	 •	 Children and adolescents: engage in at least 60 minutes per day of moderate to vigorous physical activity at least 5 days per 
week. 

Consume a healthy diet, with an emphasis on plant sources. 

	 •	 Choose foods and beverages in amounts that help achieve and maintain a healthy weight. 

	 •	 Eat 5 or more servings of a variety of vegetables and fruits each day. 

	 •	 Choose whole grains in preference to processed (refined) grains. 

	 •	 Limit consumption of processed and red meats. 

If you drink alcoholic beverages, limit consumption. 

	 •	 Drink no more than 1 drink per day for women or 2 per day for men. 

Community Action 

Public, private, and community organizations should work to create social and physical environments that support 
the adoption and maintenance of healthful nutrition and physical activity behaviors. 

	 •	 Increase access to healthful foods in schools, worksites, and communities. 

	 •	 Provide safe, enjoyable, and accessible environments for physical activity in schools, and for transportation and recreation 
in communities. 
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American Cancer Society Screening Guidelines
For the Early Detection of Cancer in Asymptomatic People
Breast
	 •	 Yearly mammograms are recommended starting at age 40.  The age at which screening should be stopped should be 

individualized by considering the potential risks and benefits of screening in the context of overall health status and longevity.
	 •	 Clinical breast exam should be part of a periodic health exam, about every 3 years for women in their 20s and 30s, and 

every year for women 40 and older.
	 •	 Women should know how their breasts normally feel and report any breast change promptly to their health care providers.  

Breast self-exam is an option for women starting in their 20s.
	 •	 Screening MRI is recommended for women with an approximately 20%-25% or greater lifetime risk of breast cancer, including 

women with a strong family history of breast or ovarian cancer and women who were treated for Hodgkin disease. 

Colon & Rectum
Beginning at age 50, men and women at average risk should begin screening with one of the examination schedules below:

Tests that detect adenomatous polyps and cancer:
	 •	 A flexible sigmoidoscopy every 5 years
	 •	 A colonoscopy every 10 years
	 •	 A double-contrast barium enema every 5 years
	 •	 Computed Tomographic (CT) colonography every 5 years

Tests that primarily detect cancer:
	 •	 A guaiac-based fecal occult blood test (gFOBT) or fecal immunochemical test (FIT), with high test sensitivity for cancer every year
	 •	 Stool DNA test (interval uncertain)
Individuals with a personal or family history of colorectal cancer or adenomas, inflammatory bowel disease, or high-risk genetic 
syndromes should continue to follow the most recent recommendations for individuals at increased or high risk.

Prostate
The PSA test and the digital rectal examination should be offered annually, beginning at age 50, to men who have a life 
expectancy of at least 10 years. Men at high risk (African American men and men with a strong family history of 1 or more first-
degree relatives diagnosed with prostate cancer at an early age) should begin testing at age 45. For both men at average risk and 
high risk, information should be provided about what is known and what is uncertain about the benefits and limitations of early 
detection and treatment of prostate cancer so they can make an informed decision about testing. 

Uterus
Cervix: Screening should begin approximately 3 years after a woman begins having vaginal intercourse, but no later than 21 years of age. 
Screening should be done every year with regular Pap tests or every 2 years using liquid based tests. At or after age 30, women who have had 3 
normal test results in a row may get screened every 2 to 3 years. Alternatively, cervical cancer screening with HPV DNA testing and 
conventional or liquid-based cytology could be performed every 3 years. However, doctors may suggest a woman get screened more often if 
she has certain risk factors, such as HIV infection or a weak immune system. Women aged 70 and older who have had 3 or more consecutive 
normal Pap tests in the last 10 years may choose to stop cervical cancer screening. Screening after total hysterectomy (with removal of the 
cervix) is not necessary unless the surgery was done as a treatment for cervical cancer.  Endometrium: The American Cancer Society 
recommends that at the time of menopause all women should be informed about the risks and symptoms of endometrial cancer and 
strongly encouraged to report any unexpected bleeding or spotting to their physicians. Annual screening for endometrial cancer with 
endometrial biopsy beginning at age 35 should be offered to women with or at risk for hereditary nonpolyposis colon cancer (HNPCC).

Cancer-related Checkup
For individuals undergoing periodic health examinations, a cancer-related checkup should include health counseling, and, 
depending on a person’s age and gender, might include examinations for cancers of the thyroid, oral cavity, lymph nodes, testes, 
and ovaries, as well as some nonmalignant diseases.
American Cancer Society guidelines for early cancer detection are assessed annually in order to identify whether there is new scientific evidence sufficient to warrant a 
reevaluation of current recommendations.  If evidence is sufficiently compelling to consider a change or clarification in a current guideline or the development of a new guideline, 
a formal procedure is initiated.  Guidelines are formally evaluated every 5 years regardless of whether new evidence suggests a change in the existing recommendations. There 
are nine steps in this procedure, and these “guidelines for guideline development” were formally established to provide a specific methodology for science and expert judgment to 
form the underpinnings of specific statements and recommendations from the Society. These procedures constitute a deliberate process to ensure that all Society 
recommendations have the same methodological and evidence-based process at their core.  This process also employs a system for rating strength and consistency of evidence 
that is similar to that employed by the Agency for Health Care Research and Quality (AHCRQ) and the US Preventive Services Task Force (USPSTP). 



26 Alabama Cancer Facts & Figures 2008

tables



27Alabama Cancer Facts & Figures 2008

tables



28 Alabama Cancer Facts & Figures 2008

tables



29Alabama Cancer Facts & Figures 2008

tables



30 Alabama Cancer Facts & Figures 2008

tables



31Alabama Cancer Facts & Figures 2008

tables



32 Alabama Cancer Facts & Figures 2008

tables



33Alabama Cancer Facts & Figures 2008

tables



34 Alabama Cancer Facts & Figures 2008

tables



35Alabama Cancer Facts & Figures 2008

tables



36 Alabama Cancer Facts & Figures 2008

tables



37Alabama Cancer Facts & Figures 2008

tables



38 Alabama Cancer Facts & Figures 2008

tables



39Alabama Cancer Facts & Figures 2008

health risk and cancer screening behaviors tables

Health Risk and Cancer Screening 
Behaviors Tables



40 Alabama Cancer Facts & Figures 2008

health risk and cancer screening behaviors tables



41Alabama Cancer Facts & Figures 2008

health risk and cancer screening behaviors tables / sources

SOURCES
1. American Cancer Society, Prevention & Early Detection Facts & Figures 2008. National Home Office: American Cancer 

Society, 2008.  

2. American Cancer Society. Cancer Facts & Figures 2008. National Home Office: American Cancer Society, 2008.  

3. Alabama Statewide Cancer Registry (ASCR), 2008. Data Years: 1997-2006 (Incidence) 1999-2006 (Mortality). Alabama 
Department of Public Health.  Note: *Rate Per 100,000, age-adjusted to the 2000 U.S. (19 age groups) standard population. 

4. NAACCR CINA+ Online, http://www.naaccr.org/cinap/index.htm.  Data Year: 2001-2005.

5. Cancer Control Planet. Death rates calculated by the National Cancer Institute using SEER*Stat. Death rates are age-
adjusted to the 2000 US standard population by 5-year age groups.

6. American Cancer Society. Behavioral Risk Factor Surveillance System Public Use Data File 2006. Centers for Disease Control 
and Prevention.

7. Institute of Medicine, National Research Council of the National Academies.  Fulfilling the Potential of Cancer Prevention 
and Early Detection. Washington, DC: The National Academies Press, 2003.

8. The 2004 Surgeon General’s Report. The Health Consequences of Smoking.  Centers for Disease Control and Prevention. 

9. Behavioral Risk Factor Surveillance System. Centers for Disease Control and Prevention. 

Technical Notes

International Classification of Diseases (ICD) codes used for this report were based on the North American Association of 
Central Cancer Registries (NAACCR) list for incidence and mortality. The International Classification of Diseases for 
Oncology, Third Edition (2000) was used for incidence data. The International Classification of Diseases, Tenth Revision, 
Clinical Modification (2003) was used for mortality data. The 95% confidence intervals were calculated for incidence data 
and used to determine the level of significance when comparing two rates. If the confidence intervals overlapped, it was 
determined that no difference existed between the two rates. Z-scores at an alpha of 0.05 were used to compare two 
different mortality rates. If the Z-score fell between –1.96 and +1.96, it was determined that no difference existed between 
the two rates.
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Materials & Methods

Population Estimates

The population estimates for the denominators of incidence and mortality rates are race-specific (all races, white, black) and 
sex-specific county population estimates.  The county population estimates were incorporated into NCI’s SEER*Stat software 
to calculate cancer incidence and mortality rates.  The SEER*Stat population estimates are a slight modification of the annual 
time series of July 1 county population estimates (by age, sex, and race) produced by the Population Estimates Program of the 
U. S. Bureau of the Census with support from NCI through an interagency agreement.

Data Sources

Data from Cancer Registries, Health Information Departments, histopathologic laboratories, and physician offices were 
reported to the ASCR as of June 30, 2007.  For cancer cases diagnosed during 1997-2006, the ASCR considered as reportable all 
incident cases with a behavior code of 2 (in situ, non-invasive) or 3 (invasive, primary site only) in the International 
Classification of Diseases for Oncology (ICDO) (3rd edition), with the exception of in situ cancer of the cervix.  Basal and 
squamous cell carcinomas of the skin are also excluded, with the exception of those on the skin of the genital organs.  The 
primary source of cancer incidence data is medical records.  Staff at health care facilities abstract cancer incidence data from 
patients’ medical records, enter the data into the facility’s own cancer registry if it has one, and then send the data to the 
ASCR.  All reporting sources collect data using uniform data items and codes as documented by the North American 
Association of Central Cancer Registries.  This uniformity means that data items collected by all reporting sources are 
comparable.  For this report, information on primary cancer sites was coded according to the appropriate ICDO edition, and 
was grouped according to revised SEER recodes dated January 27, 2003, which define standard groupings of primary cancer 
sites.  The January 2003 SEER recodes were used to ensure (1) consistent site-type definitions over time and (2) consistency 
with other published cancer incidence and mortality data. Invalid site codes were excluded from the analysis. 

Age-Adjusted Incidence Rates

Because the occurrence of many cancers increases with age and because the age distribution of a population (i.e., the number 
of people in particular age categories) can change over time and can be different in different geographic areas, researchers age 
adjust incidence rates so that they can make a valid comparison between one year’s rates and those of another year or 
between one geographic area’s rates and those of another area.  Age adjusting the rates ensures that differences in incidence 
from one year to another or from one geographic area to another are not due to differences in age distribution. The standard 
population used to age adjust the rates for this report is the 2000 U.S. standard population, in accordance with a 1998 
Department of Health and Human Services recommendation.  The 2000 U.S. standard population is based on the proportion 
of the 2000 population in specific age groups.  The proportions of the 2000 population in these age groups serve as weights for 
calculating age-adjusted incidence rates.  The ASCR incidence rates and their associated counts are based on the ten most 
recent years of data available and include in situ cases for all sites except carcinoma of the cervix.

Age-Adjusted Mortality Rates

Mortality data for Alabama was obtained from the Alabama Department of Public Health Center for Health Statistics and 
age-adjusted rates were calculated using the 2000 U.S. standard population.  Prior to the release of the Alabama Cancer Facts 
& Figures 2007, cancer deaths of Alabama residents that occurred outside of Alabama were omitted from the rates.  Beginning 
with Alabama Cancer Facts & Figures 2007, these deaths were included in the rate calculations.

Annual Percentage Change (APC)

The Annual Percentage Change (APC) is a summary statistic that represents the average rate of change in a rate over a 
defined time period and is used to measure trends over time.  The APC is calculated by fitting a least squares regression line 
to the natural logarithm of the rates using the calendar year as a regressor variable.
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Interpreting the Data

Published age-adjusted cancer incidence and mortality rates for years before 1999 were calculated using standard populations 
other than the 2000 U.S. standard population.  Beginning with the publication of data for the 1999 diagnosis year, or year of 
death, cancer incidence and mortality rates were age adjusted to the 2000 U.S. standard population.  This change was 
motivated by a need to standardize age-adjustment procedures across publications and to update the calculation of age-
adjusted rates to more closely reflect the current age distribution of the U.S. population and the current burden of cancer.  
Because of the aging of the U.S. population, the 2000 U.S. standard population gives more weight to older age categories than 
did previous standard populations.  Caution should be used when comparing the data published here with cancer incidence 
and mortality rates adjusted to standard populations other than the 2000 U.S. standard population. Geographic variation in 
incidence and mortality rates may be the result of regional differences in the exposure of the population to known or 
unknown risk factors.  Differences may arise because of differences in sociodemographic characteristics of the populations 
(e.g., age, race or ethnicity, geographic region, urban or rural residence), screening use, health-related behaviors (e.g., behaviors 
related to tobacco use, diet, physical activity), exposure to cancer-causing agents, or factors related to registry operations (e.g., 
completeness, timeliness, specificity in coding cancer sites).  Work continues to ensure the reporting of high-quality data. 
Please note that differences in registry database completeness and data quality does influence the estimated cancer incidence 
rates. Because 2006 cases were 95 percent complete at the time of this publication, some rates, especially all sites combined, 
may vary slightly from the “true” or final rates for the Alabama population.  The rates presented here have not been adjusted 
for completeness differences across the database. The ASCR may update the previous years’ data as cancer registries submit 
data for the new diagnosis year and additional cases from the previous diagnosis years.  Users of cancer incidence data should 
be mindful of this issue for all data used in their comparisons.  Race information reported to the ASCR is not self-reported by 
the patient.  Information on race is abstracted from medical records, coded according to standard procedures, and then 
grouped into standard race groupings.  In this Alabama’s Cancer Facts and Figures report, cancer incidence and mortality 
data are presented for all races combined and for white and black populations in Alabama.
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American Cancer Society 
Quality of Life Programs	
	
Improving the quality of life for cancer patients is one of the most important priorities for the American Cancer Society.  The 
American Cancer Society supports programs that enable cancer patients, survivors, and their families to seek and recognize 
ongoing sources of support within their community network.

• 		  Cancer Information is available 24 hours a day, seven days a week, by calling 1.800.ACS.2345 or visiting www.cancer.org.  
Cancer Information Specialists are available by calling 1-800-ACS-2345 to provide comprehensive information about the 
disease and its treatment, as well as connect the caller with local community resources.  

•		  Cancer Survivors Network is a virtual community created by and for cancer survivors to connect with one another, 
share experiences, and provide support.  It is available online through www.cancer.org.  

•		  Children’s Camps are supported by the American Cancer Society for children who have, or have had, cancer.  These camps 
are designed to handle the special needs of children undergoing treatment, as well as offer a fun environment where children 
can enjoy typical summer camp activities.  Many camps also have programs for siblings of children with cancer.

•		  The College Scholarship Program is available to students who have had a cancer diagnosis before age 21, maintain a 2.5 
GPA, are under the age of 25, and have been accepted to an accredited college, university, or vocational school.  The American 
Cancer Society’s Mid-South Division awards scholarships each year to young cancer survivors pursuing higher education.

•		  The Community Resource Database contains detailed information about programs and services available in communities 
that offer assistance to those affected by cancer.  By calling 1-800-ACS-2345 trained specialists provide callers with information 
and referrals to resources, including lodging, transportation, medications and other patient support services/programs.

•		  Hope Lodge is a temporary no-cost residential lodging facility for cancer patients and their family members receiving 
cancer treatment at nearby hospitals.  The Mid-South Division operates 4 lodges in Birmingham, Alabama; Nashville, 
Tennessee; New Orleans, Louisiana; and Lexington, Kentucky.

•		  I Can Cope is a patient education program designed to help cancer patients and their loved ones deal with their cancer 
experience.   These stand-alone educational modules provide information about cancer, diagnosis and treatment, pain 
control, money management and nutrition for the cancer patient. 

•		  Look Good...Feel Better is a program in which trained volunteer cosmetologists help female cancer patients deal with 
the side effects of treatment by teaching them beauty techniques to enhance their appearance and self-image.  The 
Personal Care Products Foundation and National Cosmetology Association partner with the American Cancer Society to 
offer this program.

•		  Man to Man is a peer-support service that offers education, discussion and support to men with prostate cancer.  Topics 
include information about the disease, treatment, side effects and coping.

•		  Reach to Recovery is a peer-support service for patients with a diagnosis of breast cancer.  Specially trained Reach to 
Recovery volunteer visitors allow patients to find “someone like me” and gain support. 

•		  Transportation Programs provide community appropriate solutions to help cancer patients (in need) get to treatment.

•		  The American Cancer Society’s Transportation Grants Program provides grants to qualifying radiation therapy 
facilities to help patients with financial needs get to treatment.

•		  The American Cancer Society’s Road to Recovery Program provides transportation for cancer patients to and from 
treatment appointments.  Rides are provided by volunteer drivers who donate their time and the use of their personal 
vehicles.

•		  Publications are available from the American Cancer Society for individuals with a concern about cancer.  
Brochures, books, posters and videos on cancer prevention, early detection and treatment are also available by 
calling 1-800-ACS-2345.
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The American Cancer Society is the nationwide, community-

based, voluntary health organization dedicated to eliminating 

cancer as a major health problem by preventing cancer, saving 

lives and diminishing suffering from cancer, through research, 

education, advocacy and service.
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www.cancer.org
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